In the Middle East, we say, "Emotions are the olive oil of the human psyche," referring to the comprehensive healing and symbolic power of both. Emotion regulation (ER) refers to a person's attempts to modify, control and seek help in order to maintain appropriate valence, intensity and duration of the emotional experiences (Eisenberg & Morris, 2002; Gross & John, 2003) . Effective ER can be especially vital in war conditions that threaten children's well-being and force them to struggle with emotions. Available studies have analysed direct associations between ER and mental health problems such as post-traumatic stress disorder (PTSD); but not the potential protective function of ER. Further, boys and girls show different responses to traumatic events (Tolin & Furthermore, children and their families are severely affected by 9 years of Israeli military siege and international economic boycott.
There is ample evidence that exposure to war trauma can negatively impact children's mental health and development (Attanayake et al., 2009; Reed, Fazel, Jones, Panter-Brick, & Stein, 2012) , including research on Palestinian children (Khamis, 2015; Peltonen, Qouta, El Sarraj, & Punamaki, 2010; Thabet, El-Buhaisi, & Vostanis, 2014) . Research confirms that war-affected Palestinian children attempt to maintain their developmental integrity and mental health by employing effective coping strategies and seeking safety (Khamis, 2015; Punamäki, 2014) .
Children can regulate painful and overwhelming emotions through self-regulation by self-soothing when frightened or consoling when sad (intrinsic regulation), or/and through affecting others' behaviours and feelings in mutual interactions (extrinsic regulation; Eisenberg & Morris, 2002; Rydell, Thorell, & Bohlin, 2007) . Researchers agree that ER involving moderate control and manipulation of feelings is functional or effective, while both over-(hyper) and under-(hypo) regulation predict problems in mental health and development (Eisenberg & Silver, 2011) . Over-regulating children deny and neglect their aroused emotions and rigidly control their behaviour. Under-regulating children typically accentuate their aroused emotions, act impulsively or aggressively and subsequently can come into conflict with parents and peers (Kim & Cicchetti, 2010) .
The research on functional or effective role of ER in maintaining good mental health is available on war-affected children. A study among war-affected Ugandan adolescents found denial, rumination and blaming others to be dysfunctional ER strategies, associating with severe PSTD symptoms (Amone-P'Olak, Garnefski, & Kraaij, 2007) . Research confirmed that political conflict increased dysfunctional ER among Kenyan preschool children (N = 84), which predicted aggressive and non-prosocial responses (Kithakye, Morris, Terranova, & Myers, 2010) . A follow-up study among Russian children exposed to Chechen military attack found that emotion and thought suppression, and avoidance increased PTSD symptoms (Moscardino, Scrimin, Capello, Alto, & Axia, 2008) .
Research shows gender differences in ER strategies. For instance, in a German study (N = 1305), girls reported more social support seeking and dysfunctional rumination, while boys showed more passivity, avoidance and suppression (Zimmermann & Iwanski, 2014) . Also, in an American study (N = 155), boys endorsed high levels of sadness inhibition and tended to dampen or modify their overt expressions of sadness, whereas girls frequently expressed sadness (Perry-Parrish & Zeman, 2010) . Among war-affected Russian children (N = 71), avoidant coping strategies were associated with mental health problems, when directly exposed to military violence. Avoidant strategy was dysfunctional, only among girls, when indirectly exposed (Moscardino et al., 2008) .
Research tasks
ER can be important in war conditions, and thus knowledge is pivotal about ER that helps children maintain good mental health despite trauma. Our first aim was to test the protective (moderator) function of different ER strategies among Palestinian children as well as the direct associations between ER and multiple mental health outcomes. The ER was conceptualised as children's use of intrinsic, extrinsic, controlling and distracting strategies to regulate intensive feelings of sadness, fear and anger (Rydell et al., 2007) . The criterion for protective function is that exposure to severe war trauma does not associate with children's mental health, indicated by PTSD, depressive and psychological distress symptoms, and by psychosocial well-being, when they use functional ER (Significant trauma × ER interaction effects in moderation models). Second, we test whether the protective function of ER differs between boys and girls or if there are gender differences in the direct associations between ER strategies and mental health.
METHOD

Participants and procedure
The participants were 482 Palestinian boys (50.6%) and girls (49.4%) who were 10-13 years old (M = 11.29, SD = .68). They represent the baseline group of a randomised controlled study of the effectiveness of a psychosocial intervention among war-affected children (name omitted due to anonymity).
The clustered random sampling was conducted in two regions (North Gaza and Gaza City) of the Gaza strip that were the most severely bombed and shelled during the 2008-2009 war on Gaza. In both regions, from a list of schools provided by the Ministry of Education, two schools were randomly selected. In each of the schools, two girls' and two boys' fifth and sixth grade level classes were randomly sampled (a total of 16 classes). The planned eligible sample was 500, but, for various logistical reasons, 18 children did not participate.
The Ministry of Education and the Gaza Community Mental Health Programme reviewed and ethically approved the study protocol and measures. The headmasters of the schools endorsed the study procedure. Parents received an information sheet that included an explanation of the purpose of the study and a request for parents' consent for the targeted child to participate in the study. Verbal consent for child's participation was obtained from parents and children. Symbolic presents were given to all participating children. Six research assistants introduced the research questionnaires in the classrooms, and the third author (SQ) trained and supervised them.
Measures
War trauma
A trauma event checklist of 42 events was used, capturing Palestinian children's typical experiences during the war on Gaza 2008/2009 and the military occupation. It is based on earlier checklist used in Gaza (Qouta, Punamaki, & El Sarraj, 2005) , and covers (a) child-targeted violence (12 events, such as being wounded and beaten), (b) family-related losses (10 events, such as death of father, mother, siblings or friends, loss of home and being separated during the war), (c) witnessing horrors (12 events, such as witnessing people being injured or dying, and seeing body parts) and (d) material destruction (8 events, such as neighbourhood was demolished). Children reported whether they had been exposed to each event (1 = yes; 0 = no) during the war or earlier, and a sum variable was constructed by counting "yes" answers.
Emotion regulation
We applied the Emotion Regulation Questionnaire (ERQ) for Children (Rydell et al., 2007 ) that conceptualises emotionality and strategies of intrinsic (self-regulation) and extrinsic (regulation with the help of adults) ER for sadness, anger, fear and exuberance in contexts of school, family and peer relations. Children were presented with 22 vignettes of each emotion (see examples below) and evaluated by a 4-point Likert scale how they would regulate their evoked emotions (1 = does not apply to me at all to 4 = applies very much to me).
We made two modifications to the original ERQ: First, only the negative emotions of fear, anger and sadness were included as they were considered salient for children in post-war conditions (Punamäki, 2014) , thus, omitting the exuberance. Second, the original ERQ was meant to measure intensity of regulation, and not the contents of ER strategies that are important to war-affected children (Amone-P' Olak et al., 2007) . Accordingly, we examined the dimensionality of the ERQ by a principal component analysis (PCA) with varimax rotation. The PCA served two purposes: Firstly, the tool was used first time in the Palestinian context and we were interested in contents of ER strategies. Secondly, the varimax rotation of the PCA provided ER scores that would not correlate with each other. The results of the PCA revealed four factors, depicting control and distraction as ER dimensions in addition to the intrinsic and extrinsic ER. The four dimensions are Self-focused emotion regulation (five items, Cronbach's α = .82, e.g., "If I get scared, I can calm down on my own"), Control-enhancing emotion regulation (eight items, α = 74, e.g., "If I am angry and my teacher tells me to calm down, I can control myself"), Distracting as emotion regulation (five items, α = .60, e.g., "When I am angry, I can think of something that stops me from being angry) and Other-facilitated emotion regulation (four items, α = .68, e.g., "When I am sad, somebody can easily help me cheer up"). The full contents of the PCA dimensions in this sample have been reported earlier (See Appendix in Reference omitted for anonymity.)
Post-traumatic stress symptoms
The 13-item Children's Impact Event Scale (CRIES; Dyregrov & Yule, 1995) , based on the DSM-IV (Diagnostic and Statistical Manual of Mental Disorders, 4th Edition), covers the three core dimensions of post-traumatic stress symptoms (PTSS): re-experiencing (four items), avoidance (four items) and hyper-arousal (five items) symptoms. Children indicated on a 4-point scale how often they had had each symptom during the last 2 weeks (0 = not at all, 3 = often). Total score was formed with the α-values of .76. This scale was previously used in Gaza and found to be reliable and valid (Thabet, Abu Tawahina, El Sarraj, & Vostanis, 2007) .
Depressive symptoms
We applied the Depression Self-Rating Scale for Children by (Birleson, Hudson, Grey-Buchanan, & Wolff, 1987) . This 18-item self-report instrument assesses the cognitive, affective and behavioural dimensions of depression. Children estimated on a 3-point scale whether they had had each symptom during the last 2 weeks (0 = not at all, 2 = all the time). The depression score was constructed with the α-values of .78.
Psychological distress
We used the self-report version of the Strengths and Difficulties Questionnaire (SDQ, Goodman, 1997) to assess emotional, behavioural and relational problems, hyperactivity and prosocial behaviour. Each of the five dimensions consists of five items. On a 3-point scale, children evaluated how well the description fit them (0 = not at all, 1 = somewhat, 2 = yes, fit well). A total score of psychological distress was constructed with the α-value of .71.
Psychosocial well-being
The Mental Health Continuum-Short Form (MHC-SF; Keyes et al., 2008 ) is a 14-item scale to measure emotional, psychological and social well-being. It covers, for instance, positive emotional affects (I have warm and trusting relationships with others), psychological autonomy and self-acceptance (I feel happy) and social contribution and coherence (the way our society works makes sense to me). The children evaluated each item on a 5-point scale indicating how often they had had the feelings or thoughts during the past 2 weeks (0 = never; 4 = every day). The averaged summed variable was formed and had α-value of .80.
Translation
All questionnaires were in Arabic. The measures of ER and psychosocial well-being were translated from English to Arabic, and back translated by a bilingual psychologist, and reviewed by the research team. The Arabic versions of CRIES-R and Birleson Depressive symptoms are from Children and War Foundation (http://www .childrenandwar.org/measure) and the SDQ from Thabet, Stretch, and Vostanis (2000) .
Statistical analysis
To describe background variables in the sample, and exposure to war trauma among boys and girls, χ2 statistics were applied. Pearson moment product correlations were used to analyse primary associations between study variables, as they were predominantly normally distributed. To examine the role of ER strategies in protecting children's mental health from negative war trauma impact, stepwise linear regression models were used ( Table 1 ). The dependent variables were PTSD, depressive and psychological distress symptoms, and psychosocial well-being. The first step included control variables of age and gender, and the second step included the sum of war trauma. In the third step, the four dimension variables of ER strategies were entered, and in the final step, the four corresponding interaction terms between war trauma and ER variables were entered to assess the possible moderating effects. The ER variables (self-focused, control-enhancing, distracting and other-facilitated) were the PCA scores in order to avoid the inter-correlations between these independent variables. The war trauma was centred before constructing the interaction terms to prevent low variances of regression coefficients and problems of multicollinearity. To analyse the second research task (whether the protective role of ER in children's mental health and direct associations were gender-specific), we ran the same regression models separately on the boys' and girls' groups (except the first step included only the child's age).
The Benjamini-Hochberg procedure was used to correct the significance levels against false positive discoveries in multiple tests (Benjamini & Hochberg, 1995) . The sample included 16 school classes, with 31 children on average. The non-independence of observations can cause biases due to the reduced sample variation. The clustering biases were checked by estimating the intraclass correlations (ICC) within school classes and their design effects (DEFF) for the regression coefficients involving war trauma, ER and mental health variables. If the DEFF would have been larger than 2.00, 95% confidence intervals would have been corrected for cluster effects (Musca et al., 2011) . However, we found no regression weights with DEFF larger than 2.00.
RESULTS
Descriptive statistics
Most children (86%) lived in urban areas, while others lived in refugee camps and villages. Parental education levels differed as 24% of fathers and 8% of mothers had a university degree, while 26% of fathers and 40% of mothers had a polytechnic education. The rate of unemployment for fathers (49%) was consistent with general Palestinian statistics in the Gaza strip during the international siege and economic blockade (UN: OCHA, 2009). Over 90% of mothers worked at home, which is higher than reported epidemiological data from Gaza (UN: OCHA, 2009).
There were very few gender differences, but age associated with ER. Girls (M = 2.92, SD = 0.05) reported more other-facilitated ER than boys (M =2.60, SD = 0.05), F(1, 480) = 20.77, p < .0001). Early adolescents (12-13 years) reported lower levels of self-focused F(1, 480) = 3.75, p < .04), other-facilitated F(1, 480) = 6.38, p < .01) and distracting F(1, 480) = 4.58, p < .02) ER than those in the middle childhood (10-11 years). Table S1 (Supporing Infomation) shows the percentages and frequencies of some events of war trauma separately among boys and girls. Significant gender differences were reported regarding child-targeted violence, as more than three quarters (79%) of boys and two thirds (67%) of girls reported "nearby shelling and close to injury," χ 2 (2, N = 482) = 7.6, p > .01. As far as family-related losses, the majority of boys (73%) and girls (84.5%) reported that they were "separated from family during war," χ 2 (2, N = 482) = 7.8, p > .01. As far as witnessing horrors, 70% of boys and 59% of girls reported "seeing body parts of martyrs or dead people," χ 2 (2, N = 482) = 6.17, p > .05. Lastly, as for material destruction, 62% of boys reported "loss in family property," χ 2 (2, N = 482) = 11.9, p > .01, while 47.5% of girls reported "loss in source of living," χ 2 (2, N = 482) = 7.4, p > .01. As high as these prevalence levels are concerning children's experience during the 2008/2009 War on Gaza, they are lower than studies of children in the Gaza Strip during the 2014 War on Gaza and the Second (Al Aqsa) Intifada in 1980s. According to Thabet et al. (2014) , 86-89% of Palestinian children reported witnessing shelling, artillery and jetfighters' attacks in the war on Gaza in 2014, lasting 52 days and resulting in extensive human and material losses. Similarly, earlier, during Al Aqsa Intifada, Qouta et al. (2005) reported that 97% of children had witnessed shooting. In our study, 32% of boys and 17% of girls witnessed the killing of a friend, while 30% of boys and girls had this trauma in the Thabet et al. (2014) study.
Exposure to war trauma
Correlation analyses
Pearson product moment correlations between war trauma, ER dimensions and mental health are presented in Table 2 . Total war trauma, especially child-targeted violence and material destruction, were positively correlated with control-enhanced ER for both genders; and total war trauma and child-targeted violence with distracting ER for girls. Further, among boys, family-related losses correlated positively with distracting ER, but negatively, with other-facilitated ER. Concerning mental health, significant positive correlations were found between total war trauma, especially child-targeted violence, and depressive symptoms in both genders. Also, family losses positively correlated with boys' material destruction and with girls' depressive symptoms. War trauma, especially child-targeted violence, family losses, and material destruction correlated positively with PTSD symptoms, only for girls. Unexpectedly, among boys, child-targeted violence positively correlated with psychosocial well-being. Finally, significant positive correlations were found between control-enhanced ER and depressive symptoms for both genders, and PTSD symptoms for girls. On the contrary, other-facilitated and self-focused ER were negatively correlated with depressive symptoms for boys and girls. Table 1 presents the results of regression analysis of war trauma and ER strategies on children's mental health, revealing highly significant models (p < .0001), but relatively low explained variances (8-16%). The significant interaction effects between war trauma and ER were found only for PTSD symptoms and psychosocial well-being. Yet, ER strategies were directly significantly associated with children's mental health (main effects,
Protective function of ER
Step III for all indicators, p < .0001).
Results show significant interaction effects between war trauma and self-focused ER on PTSD symptoms (β = −.11, t = 1.89, p < .05), and between war trauma and other-facilitated ER on psychological well-being (β = .09, t = 1.54, p < .05). Yet, according to Benjamini and Hochberg (1995) corrections for multiple analysis, only p-values less than .02 would not support the null hypothesis of a non-zero association. We may, therefore, conclude that no significant War trauma × ER interaction effects were found in the whole group, and none of children's ER strategies could fulfil the protective function of maintaining good mental health consequent to exposure to high level of war trauma. Main effects revealed that high level of control-enhancing ER was associated with higher levels of PTSD, depressive and psychological distress symptoms, and with a lower level of psychosocial well-being (β-values ranging between −.15 and .36). Distracting ER was associated with a higher level of PTSD symptoms (β = .10, t = 2.25, p < .02), whereas a high level of self-focused ER was associated with lower levels of depressive (β = −.23, t = −5.29, p < .0001) and psychological distress (β = −.08, t = −2.00, p < .05) symptoms. Finally, other-facilitated ER was associated with a higher level of psychosocial well-being (β = .12, t = 2.51, p < .01). After Benjamini and Hochberg (1995) corrections, results confirmed significant direct associations between ER and various mental health outcomes, except between self-focused ER and psychological distress symptoms in the whole group.
As shown in Table 1 , exposure to high level of war trauma was associated with high levels of PTSD, depressive and psychological distress symptoms, but did not associate with psychosocial well-being. Concerning the control variables, older children (12-13 years) had a higher level of psychosocial well-being than younger children (10-11 years).
Gender in ER and mental health
The separate regression models for boys and girls are presented in Table 3 . The models were significant (p < .02 -p < .0001), as the explained variance ranging between 8% (boys' model for psychosocial well-being) and 25% (girls' model for psychological distress symptoms). Results revealed that the moderating effects of self-focused ER and other-facilitated ER were gender-specific, and in fact, valid only among boys. Figure 1 illustrates schematically that, in fact, self-enhancing ER was non-protective, as exposure to war trauma was less likely to associate with PTSD symptoms, if boys used a low level of self-focused ER (β = .18, t = 2.68, p < .008). Results further showed significant War trauma × distraction ER interaction effects on PTSD among boys (β = −.18, t = 2.74, p < .007). Figure 2 illustrates that when boys are exposed to low war trauma, the low use of distracting ER was associated with a low level of PTSD symptoms, but when exposed to high war trauma, both low and high levels of distracting ER were associated with high PTSD symptoms.
Significant interaction effects were found between war trauma and other-facilitated ER on psychological distress symptoms for girls (β = −.14, t = −2.19, p < .03), and on psychosocial well-being among boys (β = −.16, t = −2.25, p < .025). Yet, the F-values for Step IV in both genders' models for other-facilitated ER were non-significant, thus preventing any interpretation.
Concerning the main effects between ER and mental health, control-enhanced ER was associated with higher levels of depressive and psychological distress symptoms, 50 DIAB ET AL.
and lower levels of psychosocial well-being for both girls and boys, and with a higher level of PTSD symptoms among girls. Self-focused ER was associated with lower levels of depressive symptoms in both genders, and with a lower level of psychological distress for girls. The p-values exceeded .01 in these significant direct associations, and can thus be interpreted as valid.
DISCUSSION
Our results failed to establish a protective role of ER on the mental health of war-affected Palestinian children. Yet, the findings confirmed significant direct associations between ER strategies and children's various symptoms and well-being. The moderating role of ER between war trauma and mental health was gender-and symptom-specific, being valid only among boys and concerning only PTSD symptoms.
Both intrinsic and extrinsic ER strategies were associated with good mental health, indicated by low levels of depressive and psychological distress symptoms, and high level of psychological well-being. The result supports the view that a repertoire of multiple ER tactics is beneficial for children (Aldao, Nolen-Hoeksema, & Schweizer, 2010) . The repertoire of various ER strategies is effective as it allows the goodness of fit between ER and environmental demands (Thompson, 2011) , which may be especially salient in war conditions.
The finding that none of the ER strategies were helping children to maintain their mental health in the presence of overwhelming threat, losses and horrors deserves attention. When children had only few war trauma, low level of distracting ER was associated with low PTSD symptoms, but could not help when trauma was high. For an outsider, war events of losses, atrocities and destruction that characterised the 2008/2009 war on Gaza, may seem highly uniform. Yet, our findings revealed that children responded in multiple ways in order to protect their mental health and maintain emotional balance.
Children who could trust in parents, friends and other people for soothing and helping them when emotionally overwhelmed, as depicted in other-facilitated ER, showed a higher level of psychological well-being. Yet, again, among children suffering from severe war trauma, the other-facilitated ER was ineffective in maintaining the positive mental health outcomes. War and life-threat are known to burden and complicate family relations, as parents may feel the guilt of not being able to protect their children, and children try to save their overwhelming parents by minimizing their emotional needs (Punamäki, 2014) .
Trusting in one's self and believing in one's own regulatory abilities, as depicted in self-focused ER was generally associated with low depression symptoms. However, it was an ineffective strategy among boys who experienced severe exposure to war trauma, evidenced by higher level of PTSD symptoms. Palestinians belong to an ancient culture that appreciates collective aspirations, harmonious social relations and religious commitment. These findings may contribute to the phenomenon of multifinality as the same cause, here war trauma, is differently associated with mental health outcomes, and different ER strategies have unique associations with the positive and negative mental health outcomes and with different symptoms.
Controlling, suppressing and non-venting emotions, depicted in the control-enhancing ER, were dysfunctional. Intensive controlling formed a comprehensive general risk for increased PTSD, depressive and psychological distress symptoms, and decreased psychosocial well-being. The results are in accordance with trauma research which suggests that sharing and venting emotions are helpful (Ehlers & Clark, 2003) , whereas, controlling (suppression, non-emotion expressing regulation style), as shown in our study and in Moscardino et al. (2008) , forms a severe risk for children's PTSD (Trickey, Siddaway, Meiser-Stedman, Serpell, & Field, 2012) .
The results showed gender differences in the role of ER in moderating the association between trauma and PTSD symptoms. However, boys and girls did not differ in the beneficial direct effects of intrinsic and extrinsic ER or harmful effects of controlling ER on mental health.
The relatively minor gender differences contradict both the Islamic cultural view that boys and girls have different everyday experiences and trauma research that emphasizes gender differences (Ozer, Best, Lipsey, & Weiss, 2003) . However, a meta-analysis of gender-specific emotionality found "surprisingly" small differences with girls showing more positive emotions and internalizing emotions than boys, while boys showing more externalizing emotions than girls (Chaplin & Aldao, 2013) .
In addition, self-focused ER formed a vulnerability to PTSD in severe exposure to war trauma among boys. It is believed that in national struggle for independence, especially, in the patriarchal Palestinian culture, trauma-exposed boys must believe in their own strength as heroes and attempt not to seek the help of others. Further, boys are encouraged, more than girls, to express themselves and to take a leading role, whereas withdrawal, distraction and inexpressiveness are acceptable among girls (Diab, Punamäki, Palosaari, & Qouta, 2014) .
Not all war-related traumatic events were equally important to ER, and not all were similarly associated with ER among boys and girls. Children who were personally targeted and suffered material losses intensively controlled their emotions. Family-targeted trauma associated with high distracting ER and low other-facilitated ER. Children regard threats to the family, the core protector, as the most traumatic (Punamäki, 2014) , which evokes intensive emotions and need for their regulation.
Limitations of the study
The study deserves criticism for the conceptualization and measurement of ER, the self-reported nature of the independent and dependent variables, cross-sectional study setting and low reliability of one scale (distracting ER). Although the ERQ by Rydell et al. (2007) provided salient vignettes for multiple emotions, it conceptualises only the intensity of fear, anger and sadness regulation. Our factor-based constructs of intrinsic, extrinsic, controlling and distracting regulation were more dynamic and corresponds with general ER research (Eisenberg & Morris, 2002 ). Yet, the reliabilities and validity of ERQ content dimensions need further testing in different trauma and cultural contexts. Our study relied solely on children's own information. Having parents, teachers and peers as sources of information would have strengthened the setting. Additionally, our results are based on a cross-sectional data serving as a baseline for an intervention study, whereas a longitudinal study would provide information on the role of ER in mental health changes when the war horrors attenuate. Finally, the context of our study is the Arab-Islamic culture and the Middle Eastern war and military conflict. The generalization of the results should be limited to conditions of intense human and material losses aftermath major military violence. 
SUPPORTING INFORMATION
Additional supporting information may be found online in the Supporting Information section at the end of the article. Table S1 . Nature of war traumatic events among children according to gender.
